A patient presenting with advanced Wilms' tumour was diagnosed as having inferior vena cava involvement with tumour thrombus extending up to the right atrium, and was treated with preoperative chemotherapy (vincristine, actinocymin D, epirubicin). Atrial and inferior vena cava thrombus disappeared and he underwent a successfil nephrectomy.
Progress in the treatment of Wilms' tumour is one of the most significant achievements in the field of paediatric oncology. Current combination multimodal therapy has produced a twoyear disease-free survival rate approaching 86%.1 Renal vein involvement (extrarenal) is found in 11.3% of patients and further spread into the inferior vena cava and/or atrium occurs in an additional 4%. ' The current report describes our experience with a patient who presented with Wilms' tumour and involvement of the inferior vena cava and right atrium.
Case report
A four-year-old boy presented with a history of abdominal distention and weight loss of three months duration, and a four-day history of fatigue and dark coloured urine. On physical examination there was a large mass filling the right upper and lower quadrants of the abdomen. The remainder of the examination was unremarkable except for a blood pressure of 130/90 mmHg and a mesocardiac systolic ejection. Liver functions of the patient were normal. An intravenous pyelogram showed enlargement and partial displacement of the right kidney by a large mass. There was distortion and depression of the calyces. The left kidney was normal. Abdominal ultrasound revealed a homogeneous solid mass arising from the upper portion of the right kidney and crossing the midline and extending to the left kidney. A thrombus was seen in the retrohepatic portion of the inferior vena cava, extending into the right atrium. There was ascites in the abdomen. On thoracic computed tomography (CT), there were multiple metastatic nodules in the right lung. Echocardiographic examination defined a decreased ejection fraction of about 36% and decreased function of the left ventricle. There was a solid mass in the right atrium (figure).
The patient was considered to have a stage IV Wilms' tumour and underwent a double course of five daily doses of actinomycin D (0.45 mg/m2) and weekly doses of vincristine (1.5 mg/m') for eight weeks, and epirubicin (50 mg/mi) every three weeks according to the protocol 9 of the International Society of Pediatric Oncology. The following month, thoracoabdominal CT showed that there were no metastatic nodules in the lungs. Repeat echocardiography after three months revealed that there was no solid mass in the right atrium and the ejection fraction was 42%. Repeat ultrasound revealed some decrease in tumour size and thrombus in the inferior vena cava. The patient then underwent right total nephrectomy. At operation the inferior vena cava was found to be infiltrated by tumour mass. Histopathological examination revealed diffuse necrosis and microcalcifications in the tumour mass. There was no tumoural infiltration in the capsule, ureter, and the lymph nodes. Postoperatively the patient received 1050 cGy radiotherapy to both lungs and 1050 cGy 
, vincristine 1.5 mg/m2 weekly, and epirubicin 50 mg/m2 every six weeks were given. Echocardiography eight months after presentation showed an ejection fraction of 57% with no atrial mass. On the abdominal ultrasound there was still a tumour thrombus in the retrohepatic portion of the inferior vena cava. Repeat thoracic CT and abdominal ultrasound 11 months after presentation were normal and there was no thrombus in the inferior vena cava. On ultrasonographic examination two years after presentation, no inferior vena cava thrombus could be detected.
Discussion
There are several reports in the literature of pre-operative treatment of inferior vena cava or atrial tumour extension in Wilms' tumour patients. 4 
